Various substances had been found to produce in animals either cirrhosis of the liver or subacute or acute atrophy, according to dosage and the way they were given. In certain experiments in dogs, however, conditions of partial acute or *subacute atrophy had been produced by injections of chloroform into the portal vein or hepatic artery. In other dogs, in which it might be presumed that more or less subacute or acute atrophy had been produced by the same means, recovery had taken place, and when they had been subsequently killed no cirrhosis of the liver had been found at the post-mortem examinations. Such experiments had been recorded by Whipple and Sperry in the September number of the Johns Hopkins Hospital BOlletin.1 But that was no argument against the view that cases of acute and subacute atrophy of the liver were pathologically linked together in a series with cirrhosis. In the animals alluded to last the exciting cause was completely removed and perfect recovery took place. But if, instead of that, the action of the diseaseproducing agent was indefinitely prolonged, then if it was not sufficient rapidly to cause atrophy of the liver to the point of producing death, one might ultimately produce a cirrhosis of the liver, constituting the expression of a defensive reaction on the part of the organism. ' Johns Hopkins Hosp. Bull., 1909, xx, p. 278. A Case of Pneumococcal Infection in an Infant simulating Generalized Tuberculosis.
By WALTER CARR, M.D.
THE patient, a male child, aged 15 months, was admitted to the Victoria Hospital for Children, Chelsea, on March 10, 1908, with an indefinite history of illness for about a month, the chief symptom noted being cough. He had been first seen as an out-patient on February 18, when the temperature was 100'2' F., and there were signs of general bronchitis. There was no history of the child having been ill before or of any illness in the house.
On admission he was thin and extremely pale; temperature 103°F., pulse 140, respirations 44. There were dullness and tubular breathing over the upper lobe of the right lung, the signs being most marked in front and reaching to the fourth cartilage; a few very small crepitations were heard at the end of inspiration; elsewhere the lungs appeared normal. An exalaination of the blood showed red cells 3,500,000, white 24,000, haemoglobin barely 70 per cent. The case at this time was regarded as one of acute pneumonia in an anemic and badly-nourished child. It is quite common in such children to have a history pointing to some bronchitis for a few days or weeks prior to the commencement of the more acute illness, and it is often impossible to find out, especialfy in infants, when the latter actually started. The child's temperature from the time of admission was most irregular, varying every day between 990 F. and 1030 F., and occasionally falling to or below normal. This was not at first, however, regarded as in any way inconsistent with the diagnosis, for such a remittent or even intermittent type of fever is far from uncommon in cases of acute pneumonia, especially in children, which terminate quite satisfactorily, and the explanation of its occasional occurrence forms an interesting subject for discussion. However, as days passed into weeks and the child's condition remained unaltered, with a persistently irregular temperature and no sign of crisis or resolution, the probability that the disease might be tuberculous was more and more seriously entertained. On March 21 Calmette's ophthalmic test with tuberculin was tried, but the result was negative.
Towards the end of March the abdomen became fuller and more resistant, and on March 27 definite signs of free fluid in the peritoneal cavity were noted. The lung signs were also increasing on the right side, dullness and tubular breathing were extending down the right back, whilst at the extreme right base posteriorly there was deficient resonance with weak breathing. The child's condition now grew steadily worse, persistent vomiting and some diarrhcea developed, the quantity of free fluid in the peritoneal cavity steadily increased, crepitations were heard all over the chest, the signs of consolidation over the upper part of the right lung remaining unchanged, and there was some extension of the cardiac dullness upwards, though no pericardial friction was ever heard. The temperature was still very irregular, but gradually fell as the child's weakness increased. Death occurred on April 15, five weeks after the boy's admission to the hospital.
During the last two or three weeks the condition was regarded as undoubtedly tuberculous; for the persistence and extension of the signs of pulmonary consolidation, followed by signs of scattered bronchitis, suggesting a general tuberculous infiltration of the lungs, the development of symptoms and signs pointing strongly to tuberculous peritonitis, and the persistently irregular temperature, altogether presented a clinical picture which appeared to be perfectly typical of tuberculosis. The upward extension of the cardiac dullness was regarded as possibly due to caseation of the tracheal glands. At the autopsy, however, no trace of tubercle was found anywhere, and cultivations made by Dr. Ledingham, of the Lister Institute, proved that the condition was probably one of pure pneumococcal infection. There was well-marked pericarditis; the pericardium was thickened with universal and fairly recent adhesions all over, and the cavity contained about 1 oz. of semipurulent fluid. The myocardium and the valves were normal. The right lung was universally adherent by firm, dense adhesions difficult to break down; the upper lobe showed evidence of old, unresolved pneumonia; the rest of the lung was quite collapsed. The left lung was also adherent all over, but by adhesions less dense than those on the right side; the lung tissue was extensively collapsed, and the lower lobe showed slight evidences of bronchitis.
The peritoneal cavity contained about a pint of semi-purulent fluid, with flakes of lymph all over attached to the different organs. The intestines were matted together by very recent adhesions, easily broken down. There was no ulceration of the intestines and the appendix was apparently perfectly normal. The liver, spleen, and kidneys showed nothing abnormal.
DISCUSSION.
The CHAIRMAN (Dr. Sutherland) said the communication was a most interesting one, and he thought probably most members would agree with the author's final conclusion-namely, that if one were to meet with a similar case he would diagnose tuberculosis. The history of such a case of pneumococcal infection was very interesting, because although physicians were getting more to recognize the nature of the infection and the local complications which followed pneumonia, he thought the present was a very unusual type of case, showing as it did gradual extension of the disease to both lungs, with pleural adhesions, and involvement of the peritoneum. As there was fluid in the peritoneum, he asked whether it occurred to Dr. Carr to explore the peritoneum.
Dr. CARR, in reply, said that if the disease had been limited to the abdominal cavity he would have had the abdomen explored, and no doubt it would have cleared up the diagnosis in the case; but the general condition of the patient was so bad, and the disease in the lungs so extensive, that any operative procedure was out of the question. Tapping the abdominal cavity instead of freely opening it he regarded as dangerous where it was suspected that tuberculosis might be present, because-owing to the possibility of adhesions-one nlever quite knew what one was going into, and a coil of intestine might easily be perforated.
